Abstract
Introduction
Premature occlusive disease of the coronary arteries remains an important predictor of overall morbidity and mortality in patients with vasculitis syndromes. Coronary artery involvement (76%) ranks second in frequency behind the renal arteries (85%). Polyarteritis Nodosa (PAN) affects the coronary arteries in 50% of the patients and microscopically, all layers of the arterial wall are involved [1] . Takayasu arteritis (TA) includes a variety of nonspecific inflammatory symptoms and ischemic symptoms related to stenotic lesions or thrombus formation. Further progression of TA causes destruction of the media layer of the arterial wall, leading to aneurysms or rupture of the involved arteries.
The knowledge about the choice of bypass grafting of patients with vasculitis syndromes is limited in literature [1, 2] . In this article we review the graft choice for patients with vasculitis syndromes and our coronary revascularization surgery experience with two patients, one with PAN and the other with TA.
Case Report 1
A 59-years old male patient with type II diabetes mellitus and hypertension had been followed with the diagnosis of PAN for fifteen years. He had also a history of spontaneous splenic rupture due to familial mediterranean fever fifteen years ago. Because of the some atherosclerotic ascending aorta plaques proximal anastomosis of the CX saphenous vein graft was put on the saphenous vein graft of the LAD.
The patient was discharged from the hospital in postoperative 6 th day. No clinical problem occurred in the hospital stay period.
Figure2. Lymphoplasmocytes cells in the intima of the aorta and inflammatory infiltration
with a small number of polymorph cells.
Discussion
The discussion about the choice of bypass grafting of patients with vasculitis syndromes especially with PAN is limited in literature [3] . The coronary involvements of PAN include atherosclerosis, diffuse coronary aneurysm, acute coronary dissection and rupture, trombosis and arteritis of coronaries [1] . Small to medium-sized arteries are involved by focal transmural inflammatory necrosis. Thus far, 10 cases of LIMA involvement of PAN have TA is a rare disease. The "typical" patient with TA is a woman under the age of 40. There is a 9:1 female predominance in this disease. TA is a chronic inflammatory condition that affects the largest blood vessel in the body (the aorta) and its branches. Thus, the complications of TA arise directly or indirectly from damage to these blood vessels. In regard to coronary artery bypass, saphenous vein graft is the recommended conduit, despite the greater patency rate of internal mammary artery (or radial artery) primarily due to the risk of subclavian artery occlusion [5] . Because of the left common carotid and left subclavian artery stenosis in our patient we have used the saphenous vein graft for the LIMA bypass.
In conclusion, choice of conduit is still a question to be answered in patients with vasculitis, particularly with PAN and as the number of reported cases increased more precise evaluation will be possible.
